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We read with interest the work of
Amelung and colleagues, recently pub-
lished in the journal1. This retrospective
cohort identified several factors associ-
ated with increased hernia risk following
ostomy closure. However, we identified
considerable heterogeneity within the
groups included in their analysis, partic-
ularly patients with hernias at the site of
both ileostomies and colostomies, and
variable indications for their construc-
tion. It is notable that twice as many
patients with a colostomy presented
with hernia compared with those with
an ileostomy. The technique of surgical
closure was not standardized, leading to
potential confounding effects of meth-
ods, sutures and technique. To gain a
proper understanding of risk factors
for stoma-site hernia development, we
suggest more robust stratification of
these factors. Perhaps the data could be
analysed to compare the factors asso-
ciated with stoma-site hernia by stoma
type reversed.
It is interesting that hypertension is
associated with abdominal wall failure,
a relationship previously identified in
our own work following loop ileostomy
closure2. The significance of BMI and
hypertension appear to be overtaking
smoking as a risk factor, as smoking
was not a significant factor in this ana-
lysis or others2,3. Optimizing BP and
weight reduction are logical ways to
reduce the incidence of hernia, as well
as the selective use of prophylactic mesh
implants in high-risk patients. Further
work is required to assess mechanisms
related to hernia recurrence and hyper-
tension. Mounting evidence now sug-
gests the main predictor of failure is the
patient, not the surgeon, and, of course,
both parties can work together to reduce
risks.
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We agree that developing a core out-
come set for congenital diaphragmatic
hernia would be an important step for-
ward in the field. To achieve this we
will need to collaborate with parents,
patients, neonatologists, paediatric sur-
geons, fetal medicine doctors, nurses,
policy-makers and other professionals
caring for these babies.
With regard to the limitations of the
study, these were presented extensively
in the Discussion, but we still hope this
paper will give original and accurate
information to the scientific community.
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We commend the detailed analyses pre-
sented by Wang et al., and support the
use of routinely collected data such as
those from Hospital Episode Statistics
(HES) for interrogating surgical out-
comes. Reducing unwarranted variation
is a priority for the National Health Ser-
vice and has been the subject of initia-
tives such as the Getting It Right First
Time (GIRFT) programme in paediatric
surgery.
Wang and colleagues’ findings strike
a similar note to work we have done
using HES data in paediatric surgery1,2;
together they highlight the challenges
of detecting statistically and clinically
significant differences in outcome when
investigating rare conditions. The key
for future study has to be the devel-
opment of robust, composite outcome
measures that are both clinically relevant
and important to patients and families.
We highlight the limitations of HES
data and the need to guard against
‘overinterpretation’: Wang et al. used
ICD-10 codes for postnatal pulmonary
hypertension (PPHN) and pulmonary
hypoplasia to investigate their effects
on outcome. It is almost certain that
these codes were completed somewhat
arbitrarily at discharge, and it could
be argued that all babies with con-
genital diaphragmatic hernia (CDH)
have PPHN and pulmonary hypopla-
sia anyway; these analyses therefore
seem unhelpful. Furthermore, a centre’s
outcomes are likely to be determined
largely by how severely affected the
babies they are looking after are. This
case-mix severity will be influenced
greatly by whether or not a centre has
inborn babies (rather than those well
enough to be transferred in), patterns of
termination of pregnancy, and whether
or not babies are transferred for special-
ist care, for instance for extracorporeal
membrane oxygenation. HES data lack
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